For decades it seems that the art has been slipping away from medicine. Like the ancient Greeks, who lamented the passing of the Golden Age, contemporary physicians, educators, the general public, and especially the sick mourn the loss of the human dimension of medical practice. Fragmentation, subspecialization, lack of continuity, technological demands, burgeoning patient volume, institutional stress, and, most recently, managed care appear to have caused recent generations of physicians to devalue relationship-based medicine in favor of procedures and machines [1, 2] .
Commentators have responded to this unfavorable diagnosis with various prescriptions. One the earliest was the "biopsychosocial model," which George Engel put forth as a new paradigm to replace the reductionistic, disease-oriented "biomedical model" with a more holistic, illnesscentered perspective [3] . The competencybased initiative for medical education sponsored by the American Association of Medical Colleges and the American Council for Graduate Medical Education is the most recent proposed therapy [4, 5] . This innovative regimen parses the art of medicine into a series of topics and competencies in humanism, professionalism, communication, evidence-based practice, and social responsibility, and it requires medical schools and residencies to develop curricula that teach these competencies.
Dehumanization can best be stated in narrative terms; i.e. nowadays medicine tends to ignore or minimize the role of narrative in illness and healing. Narrative medicine is "medicine practiced with the narrative competency to recognize, interpret, and be moved to action by the predicaments of others" [6] . Medicine is largely about storytelling and interpretation, and narrative, metaphor, and symbol are fundamental tools of the trade [7] [8] [9] . Ill persons experience meaning in their illnesses, they see themselves as characters in a life narrative, and they approach medicine as a vast network of healing symbols.
Patients understand their illnesses in a narrative way whether their physicians realize it or not. If this is so, and if physicians ignore or devalue narrative, then health care is bound to suffer. From [12] . Moreover, she generalizes from her analysis of a few supposedly negative cultural metaphors to conclude that, therefore, all illness metaphors must be negative. Finally, she fails to address the human need to experience one's life as a story and to attribute meaning and context to important life events. She seems to take for granted the reductionistic myth that the more a person approximates a reasoning machine, the better off he or she will be.
As a young primary care physician when I first read Illness and Metaphor, I had a few observations of my own about the subject matter. First, it seemed obvious that the monolithic cancer metaphor didn't exist. Yes, of course, some people delayed seeking medical care, or chose to be "noncompliant," because their beliefs make them terrified of the disease or its treatment; but this happened no more often with cancer than with other diseases. Indeed, almost every patient with serious illness has a complex mixture of personal, religious, cultural, and media-based beliefs regarding his or her condition; some positive, some negative; some that contribute to healing, others that might delay it. No matter how eloquently Susan Sontag declared, "Do not attribute a meaning to illness," I just couldn't imagine her claiming many converts. Moreover, I had just returned from spending two years in northern Arizona on the Navajo reservation, where I was the only physician at Lower Greasewood Clinic and Boarding School. Living in the Navajo community, I found myself surrounded by a very effective traditional healing system based almost entirely on narrative and metaphor. It seemed clear that, among the Navajo, poetry could heal. It certainly wasn't harmful. If that is so, I asked, why is it harmful to employ metaphor and meaning in Western medicine?
Among the Navajo, all serious illness results from disharmony. To become sick, a person has somehow fallen out of harmony with himself, his family, his clan, and the network of relationships that constitute the Navajo Way. To be healed is to have that harmony restored. In order to accomplish this, the patient, first, has to consult a diagnostician who, by means of hand trembling or other forms of divination, establishes the cause of the illness. The diagnostician then prescribes an appropriate ceremony or "Sing," which consists of storytelling, chanting, sand painting, and other elaborate rituals that may go on for three to nine days. This formal Navajo healing system is almost entirely symbolic. The ceremonies consist of re-telling myths of the creation and salvation of the Navajo people by gods like Spider Woman, White Shell Woman, and the Hero Twins [13, 14] .
There was a seeming paradox in Lower Greasewood. The Navajo community enthusiastically accepted Western On the other hand, Hippocrates (470 to 410, BCE), the father of scientific medicine, was no myth. He did, indeed, found a tradition of medicine devoted to naturalistic, empirical explanations of disease. He apparently discarded supernatural causation, and focused on behavioral and environmental intervention. Nonetheless, the oath developed by the Hippocratic school of physicians acknowledges the power of myth and narrative, rather than decrying it; the oath begins by pledging commitment to the symbolic world, "I swear by Apollo the physician, and Asklepios, and Health, and All-heal, and all the gods and goddesses..." I suspect that the Hippocratic physicians were professionals who understood the importance of narrative skills in their dayto-day practices.
The original caduceus of Asklepios, which became the symbol of the medical profession, consisted of a single snake of healing entwined around a staff. However, in the United States relatively recently, we have added a second snake to the caduceus [15] . Although the real historical reason is quite otherwise, I like to imagine that our two snakes represent the narrative (Asklepian) and instrumental or empirical (Hippocratic) strands of medicine, entwined in this unified symbol of the healing art.
They are inextricably bound. Just as the Navajo patient views Western medicine from the perspective of her belief system, thus incorporating antibiotics and surgery into her narrative and rendering them a meaning beyond their strictly instrumental effects, so also any other patient brings his or her beliefs and values to the words spoken (or unspoken) and actions performed by medical practitioners.
If the physician understands this dynamic, he or she is likely to develop and utilize narrative skills in practicing medicine. Narrative competence leads to better clinical outcomes, e.g., more accurate diagnoses, enhanced adherence to therapy, and greater patient satisfaction. Alternatively, if the physician believes that real medicine is confined to the Hippocratic or instrumental dimension, his or her influence on the patient is bound to be less predicable, depending on whether their beliefs happen to be synergistic or antagonistic, or whether they happen to exchange the right words or the wrong words, and so forth. In other words, by subscribing to a culture of medicine based on the belief that medicine is above or beyond culture, the doctor is bound to be a less effective healer.
The following paragraphs suggest a few of the ways that narrative elements -words, images, metaphors, and symbols -influence and structure day-to-day practice, even when physicians may focus their attention elsewhere and have no idea what is happening in the patient encounter, or in their interaction with other health care professionals.
WORDS AND IMAGES
Common words and phrases in medicine reflect a culture that objectifies patients. For example, the term "history taking" reflects the ambiguous position that narrative enjoys in contemporary medicine. "History" implies objectification of the patient's story, suggesting that "it" is an entity we might discover if 
SYMBOLS OF HEALING
William Osler wrote to his fellow doctors in 1910 about the "faith that heals." In his essay, Osler noted that, while his colleagues viewed the practices and paraphernalia that filled Johns Hopkins Hospital as objective and scientific "givens," patients inevitably experienced them as a vast network of symbols that promote healing. [18] Consider the contemporary hospital -the white coats, stethoscopes, and beepers. The ritual of daily rounds. The ceremony of physical examination. Consider the nuclear magnetic imager as an oven-like oracle that sees inside the soul and one's emergence from this machine a type of resurrection. Or what about the treadmill? A Sisyphean task that patients set their hearts against. All of these procedures, whatever their intended scientific effect, are also symbols or ceremonies that involve the manipulation of symbols. As Osler wrote, "Nothing in life is more wonderful than faith -the one great moving force which we can neither weigh in the balance nor test in the crucible. Intangible as the ether..." [18] . He went on to explain that the symbolic network of modem medicine generates "an atmosphere of optimism, and cheerful nurses, that work(s) just the same sort of cures as did Asklepios" [18] .
DETACHMENT VS. CONNECTION "Oh, Daddy, can't you give her something to make her stop screaming?" asked Nick.
"No. I haven't any anesthetic," his father said. "But her screams are not important. I don't hear them because they're not important" [19] .
I suggest that our modern commitment to detachment and objectivity serves as a barrier to narrative in medicine. In Ernest Hemingway's "Indian Camp," Nick Adam's father makes a nocturnal trip across the lake to deliver an Indian woman who is having a difficult labor. The young Nick goes along for the ride. He experiences a natural empathy with the woman, who is writhing in pain. Yet, his physician father remains detached, explaining that the patient's screams are "not important." He understands the pain from a physiological perspective ("all her muscles are trying to get the baby born"), but considers it a potential distraction. He [20, 21] . Yet, unopposed detachment leads to objectification of the patient as a person -and not only the patient's body. Since the body is the primary source of "objective" data, the person becomes less relevant to medical practice, except in terms of "soft" concepts like bedside manner. Alternatively, if personal narrative is important, how can one obtain, assess, or interpret such subjective data without developing a type of connection with the patient that appears to be precluded by the term "detached concern"? I like to characterize this tension between subjectivity and objectivity by borrowing the words tenderness and steadiness from Thomas Percival, the British Enlightenment physician who wrote the first modem synthesis of medical ethics [22, 23] . In the first chapter, Percival enjoins physicians to "unite tenderness with steadiness" in the care of patients [23] . Under "steadiness" Percival includes the intellectual virtue of objectivity or reason, along with moral virtue of courage or fortitude. By "tenderness" he means humanity, compassion, fellow feeling, and sympathy. In his letters, Percival contrasts the "coldness of heart" that often develops in practitioners who do not cultivate such virtues with the "tender charity" that the moral practice of medicine requires. "This coldness of heart, this moral insensibility, should be sedulously counteracted before it has gained an invincible ascendancy" [23] . The contemporary emphasis on detachment and objectivity promotes coldness of heart and serves as a barrier to narrative medicine.
THE EMPATHIC CONNECTION
The key to finding an appropriate balance between tenderness and steadiness, or subjectivity and objectivity, lies in developing three core personal qualities: (a) empathy -the ability to understand accurately the patient's feelings and experience, and to communicate that understanding; (b) genuineness -the ability to be yourself in a relationship, without hiding behind a role or facade; and (c) unconditionalpositive regard -the ability to accept and validate patients just as they are. I am unable to discuss these qualities in detail here, but I would like to make a few comments on clinical empathy, which I take to be a teachable and learnable set of skills [24, 25] .
In A Fortunate Man, John Berger sketches the life of John Sassall, a general practitioner in a rural part in England [26] . For Sassall the doctor's central task is an "individual and closely intimate recognition" of the patient: "If the man can begin to feel recognized -and such recognition may well include aspects of his character which he has not yet recognized himselfthe hopeless nature of his unhappiness will have been changed..." [26] . Sassall is acknowledged to be a good doctor "because he meets the deep but unformulated expectation of the sick for a sense of fraternity. He recognizes them." In fact, Sassall, "does not believe in maintaining his imaginative distance: he must come close enough to recognize the patient fully" [26] . This recognition of the patient's subjectivity is a function of empathy, which creates the connection that the narrative dimension of medicine requires.
Zinn defined empathy as "a process for understanding an individual's subjective experiences by vicariously sharing that experience while maintaining an observant stance" [27] . There are several possible ways of looking at this "vicarious sharing" or process of recognizing the other. Some writers emphasize the intellectual or cognitive dimension of empathy. The empathic practitioner attends carefully to the other's verbal and nonverbal expressions, interprets them, and then forms hypotheses about the other's subjective experience. The practitioner then shares with the other the fact that he or she has been "heard," while at the same time testing the hypotheses by further questioning: Is this what you really mean? Is that how you really feel?
But there is also a strong affective dimension of clinical empathy. You can't know how a patient is feeling in a given situation without, in some sense, actually experiencing that feeling yourself. Spiro expressed the affective aspect of empathy when he wrote, "empathy is more than knowing what we see, it is the emotion generated by the image" [28] . Empathy requires the doctor to be emotionally engaged and "experience the other's attitudes as presences, rather than as mere possibilities" [28] . In other words, interplay of feelings is an essential part of an empathic connection with a patient. One cannot fully recognize or understand the patient without experiencing emotional involvement [22] .
CONCLUSION
Illness and healing are inextricably bound to narrative, meaning, and metaphor. The "strip illness of metaphor" metaphor suggested by Susan Sontag, and embodied in contemporary medical practice, damages patient, doctor, and the healing relationship because it promotes detachment, objectivity, and autonomy to the exclusion of connection, subjectivity, and solidarity; and teaches patients and doctors to ignore the power of words and stories to harm, as well as to heal. The Hippocratic and Asklepian dimensions of healing, as suggested by the two snakes of the caduceus, not only inevitably co-exist, but also are potentially synergistic.
In contemporary practice the narrative dimension is often ignored because of our focus on detachment and objectivity. However, everyday medicine is replete with evidence of the power of language and narrative to heal or to harm. Unfortunately, words and metaphor are more likely to harm when physicians lack narrative competence. Clinical empathy is the doorway to the development of narrative competence. Empathy serves as an avenue by which physicians may "recognize" or connect with their patients, thereby entering into their patients' narrative world.
